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This visit was for the investigation of Complaint
number INO0093370.

This visit was in conjunction with the Post Survey
Revisit [PSR] to the Recertification and State
licensure survey completed on 06/29/11.

Complaint number INO0093370 unsubstantiated,
due to lack of sufficient evidence.

Survey date: 08/09/11

Facility number: 000555
Provider number: 155379
AIM number: 100267530
Survey team:

Amy Wininger, RN TC
Diane Hancock, RN

Census bed type:
SNF/NF: 75
Total: 75

Census payor type:

Medicare: 5

Medicaid: 45
Other: 19
Total: 75
Sample: 10

New Harmonie Healthcare Center was found to
be in compliance with 42 CFR part 483, subpart B
and 410 IAC 16.2 in regard to the investigation of
complaint number INO0093370.
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Quality review completed 8/11/11
Cathy Emswiller RN
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